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Abstract
Aim: Defining the echographic parameters which can help in identifying the high-risk
groups for embolic events (EE) in patients with infective endocarditis (IE). Material and
method: 236 patients with IE followed up 3 years with ECO parameters measured on
the vegetations (VEG). Results: (1) the incidence rate of the EE was 51.27% without any
significant differences for EE occurrence from the point of view of clinical parameters. (2)
There was a significant correlation between the embolia occurrence and IE with staphylococcus, IE of the right heart, the length and mobility of VEG. The only independent
predictors for EE were: the maximum length >15 mm and the increased mobility of VEG
with the maximal angle >60.7. (3) In 23.14% of the patients with big and very mobile, EE
occurred after starting the antibiotic treatment. Conclusions: (1) the VEG dimension and
mobility determined by TEE are important predictors for the prognostic and are correlated with the embolic risk. (2) Significant ECO predictors of the EE occurrence were:
VEG length >15 mm, neck/thickness ratio >0.69, and maximal angle of displacement
of VEG in the cardiac cycle >60.7. (3) During the antibiotic treatment, the embolic risk
depends only on VEG mobility and dimension.
Keywords: infective endocarditis, transesophageal echocardiography, embolic events,
echocardiography, vegetation

1. Introduction
In general population, the infective endocarditis incidence has been estimated between 2
and 6 cases per 100,000 patient years, but it is significantly higher in patients with valvular
heart disease and those with intravenous drug abuse. In 22–50% of cases of IE occurs systemic embolization [1–4] and up to 65% of EEs involves the central nervous system which
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are associated with a higher mortality rate. The incidence of embolic complications is higher
in IE located on aortic and mitral valve and in IE due to Staphylococcus aureus, Candida species, HACEK and Abiotrophia organisms. The highest rate of embolic events is seen within
the first 2–4 weeks of antimicrobial therapy [5], and it drops dramatically during the first
2 weeks of successful antibiotic therapy, from 13 to <1.2 embolic events per 1000 patientdays. Prediction of individual patient risk for embolization has proven extremely difficult.
Echocardiography is the main investigation used in a lot of studies to identify a high-risk
subset of patients with IE who might benefit from early surgery in order to avoid embolization. Higher embolic rates revealed by several studies using transthoracic echocardiography
(TTE) and TEE were seen with the increase of the VEG dimensions [6]. Vegetation mobility
has not been shown to be an independent risk factor for embolic events, probably because
it is strongly correlated with VEG size [5]. In other studies, the embolic complications were
by the infecting organism and the number of VEG, the number of valves involved and VEG
characteristics.
That is why the first objective of our study was to identify the echographic parameters which
were associated with the presence of an EE in patients with IE. Using these variables we tried
to define the echographic parameters which can help in defining the high-risk groups for EE
in IE patients and to evaluate the real value of the TEE for the EE prediction in these patients.
Finally, we examined the relationship between the incidence of an EE occurrence during the
antibiotic treatment and the type of antibiotherapy and the echographic predictors for a new
EE during antibiotherapy.

2. Materials and method
A prospective study was performed on 236 consecutive patients diagnosed with IE according to Duke criteria [7] in our institute. The study protocol was approved by the institute
management and Ethics Committee. All patients included in the trial gave written, informed
consent. The study was in accordance with the Declaration of Helsinki regarding the human
rights. The follow-up period was extended 3 years after randomization or until cardiac surgery whatever occurred the first and included clinical and echocardiographic examination for
each visit.
The study protocol was completed with demographic data, the clinical status of the patient,
VEG echographic parameters, EE occurrence, the antibiotic treatment efficacity and duration.
The main echographic parameters measured on the VEG were: the maximum length (L), the
maximum (tmax) and minimum (tmin) thickness, the narrowest diameter, the presence of
the neck and its dimensions (lneck) and the mobility defined as the angle of displacement of
long axis of vegetation throughout the cardiac cycle (Figure 1). The data base was done using
Visual Fox Pro program.
The main prediction variables used were: NYHA class for heart failure, Duke criteria used
for IE diagnosis (fever, new regurgitation murmur, blood cultures, inflammatory tests,
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leukocytosis, anemia), type of IE (on native valve or prosthetic) and the type of the surgical intervention. The main outcome variables were: the presence and the type of EE, death
occurrence and its causes.
The characteristics of the studied group were as follows:
• 58% male, the mean age was 47.8 ± 6 years;
• 77.12% of the patients were in NYHA class III;
• 86.96% of the patients had fever >38°C;
• a significant regurgitation murmur was present on 56.78% patients;
• 69.91% of the patients presented positive blood cultures (24.58% with Staphylococcus
aureus);
• 38.14% of the patients presented anemia;
• 2.12% of the patients had prosthesis endocarditis;
• cardiac surgery was performed on 96.16% patients.

Figure 1. The echographic parameters measured on the vegetations.
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The data collected represented the fields of a database in the Visual Fox Pro program. Data
were processed using the Excel, Epi Info, Systat and SPSS programs for measurement of the
power association between the prediction and outcome variables using the following tests:
a. for qualitative variables CHI square test or Fischer exact test (if expected cell size was less
than 5)
b. for quantitative variables: T test (Student test), ANOVA test or U test depending on the
samples volumes and Kruskal Wallis nonparametric tests.
The main methods of statistical correlation used in the study were the following:
• For quantitative variables analysis of simple linear and multivariate regression and correlation coefficient calculation;
• Relative risk calculation and the 95% confidence interval;
• Calculation of the positive and negative predictive value.
No sample size assumptions have been made. No confirmatory statistical hypothesis was prespecified, but a detailed analysis plan was defined before the database was locked. Continuous
data are expressed as mean ± SD. Discrete variables are expressed as counts (percentages).
According to the exposure level to the risk factors, data were grouped on the presence of an
EE and the type of the treatment (surgical intervention or medical therapy). For each exposure
level, there were introduced the number of patients with an EE (cases) and the number of
patients without an EE (controls). The confounders were controlled by stratification.
Data interpretation was performed taking into account the following hypothesis:
• a relative risk >1 was considered unfavorable; for these patients, the occurrence of an EE
was increased due to the presence of the group characteristic by the RR value;

Figure 2. Patient distribution by vegetations site (229 patients).
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• a relative risk = 1 included the patients subgroups classified as with no effect of the presence of group characteristic;
• a relative risk < 1 was considered favorable; for these patients, the occurrence of an EE was
decreased due to the presence of the group characteristic by the RR value.
The patients were divided into two groups depending on the occurrence of the EE: group
A—121 patients without an EE and group B—115 patients with an EE.
Depending on the VEG site, most of the patients (49.34%) had VEG on mitral valve, 42.79% on
aortic valve, 4% both on mitral and aortic valve and 3% had right heart endocarditis (Figure 2).

3. Results
1. The incidence of the EE in patients with IE (diagnosed on Duke criteria) was 51.27% (121
patients). There were no significant differences for the occurrence of EE according to sex,
age, fever presence, anemia, vegetation site or the presence of a significant regurgitation
murmur (Figure 3).
2. The univariate analysis has shown a significant correlation between the EE presence and IE
with staphylococcus, IE of the right heart, the length and mobility of vegetation. The only independent predictors for the EE revealed by the multivariate regression analysis were: the maximum length > 15 mm (RR = 4.92, p = 0.0001) and the increased mobility of the VEG with the
maximal angle > 60.7 degree ± 12 (RR = 8.2, p = 0.003) (Figure 4). The univariate regression analysis
has shown a significant correlation between the presence of an EE and the following parameters:
• IE with Staphylococcus (R2 = 0.71, p < 0.0001);
• right heart IE (R2 = 0.43, p < 0.0001);
• the maximum length of the vegetation (R2 = 0.921, p < 0.01);
• the mobility of the vegetation (R2 = 0.48, p < 0.001).
The multivariate regression analysis showed that the only echographic independent predictors of the EE were:
• the maximum length of the vegetation > 15 mm (RR = 4.92, p = 0.0001);
• the increased mobility of the vegetation—estimated as “the maximal angle of displacement
of long axis of the vegetation throughout the cardiac cycle” more than 60.70 ± 12 (RR = 8.2,
p = 0.003).
The maximum length of the VEG more than 15 mm increased the embolic risk by 4.92 times
and its value between 10 mm and 15 mm by 1.84 times. Values less than 10 mm of the maximum length of the VEG turned out to be protective for EE, the associated RR being 0.92.
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Figure 3. The occurrence of an embolic event depending on clinical parameters. Mean age: group A—48.7 ± 5 years;
group B—46.9 ± 6 years.

Figure 4. The relative risks for the occurrence of an EE depending on different echo parameters.
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Values more than 5 mm of the maximum thickness of the VEG have increased the risk of the
EE occurrence among our patients by 2.71 times. For thinner VEG, under 5 mm, the risk for
EE was significantly reduced. The narrowest diameter (respectively the neck thickness—lneck)
less than 3 mm increased the risk for EE by 1.8 times. Regarding the mobility of the VEG, it
significantly influenced the frequency of EE occurrence. Thus, the maximal angle of the VEG
displacement between 400 and 600 increased by 4.7 times the risk for EE and for its values
more than 600, by 8.2 times. The analysis by etiologic agent of IE showed a higher risk of EE in
IE with Staphylococcus aureus and with Gram-negative bacteria. As other studies also showed,
the likelihood of EE occurrence is higher in IE on right heart, the presence of infectious process on the tricuspid valve increasing the risk for EE by 3.8 times.
3. The differences between the patients with and without EE according to echocardiographic
parameters of VEG are shown in Table 1.
Thus, the maximum length of the VEG was nearly twice in patients who suffered an EE compared with patients without an EE (about 12.6 mm and respectively about 6.2 mm).
In addition, the maximum thickness of the VEG measured by TEE was higher with about
3.3 mm in patients in group B. The ratio between the thickness of the VEG neck and the maximum thickness of the VEG was higher in patients without an EE (0.78 in group A respectively
0.42 in group B). In the same way, the VEG mobility (which was estimated by the measurement
of the maximal angle of displacement of the vegetation was about three times bigger in patients
who suffered an EE (25.1 degrees in group A and respectively 71.8 degrees in group B).
4. The rate of the EE occurred after starting the antibiotic treatment was 23.14% (28 patients) and
simple linear and multivariate regression analysis found only in two independent predictors.
These independent predictors for the occurrence of the EE, once antibiotic treatment has been
started were the length of the VEG more than 15 mm and a high mobility of the VEG with maximal angle of displacement of long axis during the cardiac cycle >65 degrees (Figure 5). Thus, the
maximum length of the VEG more than 15 mm increased the risk for EE occurrence by 7.1 times,
the maximum width more than 5 mm increased the EE risk by 3.2 times and a neck/thickness
ratio < 0.5 increased the EE risk by 3.5 times. Regarding the VEG mobility, the maximal angle of
displacement values between 40 and 60 degrees increased the risk of the EE occurrence by 4.1
times and for its values >650, by 9.2 times. The IE due to a staphylococcal infection was associated with a more frequent EE occurrence, but the VEG localization on the right or left heart do
not influence at the same level the EE risk as before the beginning the antibiotic treatment.

Echographic parameters

Embolic event

p value

No

Yes

Maximum length (mm)

6.2 ± 0.03

12.6 ± 0.04

<0.001

Maximum thickness (mm)

3.9 ± 0.01

7.2 ± 0.02

<0.003

Neck/thickness ratio

0.78 ± 0.2

0.42 ± 0.2

<0.001

Maximal angle of displacement of the vegetation

25.1 ± 10

71.8 ± 14

<0.0001

Table 1. Echographic differences between patients with IE who suffered or without EE.
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Figure 5. Correlation between clinical and echo parameters and the appearance of the embolic events after the antibiotic
treatment has been started.

4. Discussions
The prediction of individual patient risk for embolization has proven extremely difficult.
Many studies have attempted to use echocardiography to identify a high-risk subset of IE
patients who might benefit from early surgery to avoid embolization [5, 6, 8–16]. In several
studies using TTE was shown a trend toward higher embolic rates with VEG more than
1 cm in diameter located on the left heart [6]. In our study, the VEG dimension associated
with a higher EE rate was about 15 mm probably because of a more precise measurement by TEE. Regarding the VEG diameter, in another study based on TEE, mitral VEG
diameter more than 1 cm was associated with the highest incidence of embolism [6]. The
association was strengthened when analysis was limited to those patients who had not
yet experienced a clinical EE. Among such patients, the predictive accuracy for embolism
with large mitral VEG was nearly 100% and in our study that value was about 94%. Mugge
et al. had found particularly for patients with mitral valve IE, a VEG diameter greater
than 10 mm was highly sensitive in identifying patients at risk for EE. On the other hand,
VEG size was not significantly different in patients with and without severe heart failure
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or in patients surviving or dying during acute IE. In addition, no significant correlation
was found between VEG size and IE location or type of infective organism. VEG with a
maximal diameter of >10 mm were associated with a 50% incidence of EE, compared with
a 42% incidence of emboli in patients with VEG measuring less or equal to 10 mm. Inter
observer variability was higher with respect to vegetation shape, mobility, and attachment
characteristics. Echocardiographic VEG characteristics were not helpful in defining the
risk of embolic complications in patients with IE [5].
Heinle et al. found that patients with a maximum VEG diameter > 10 mm had a significantly
higher incidence of EE than those with < or = 10 mm (p < 0.05). There were no significant differences in the frequency of emergent valve replacement between patients with aortic value
and mitral valve IE. The maximum size and total score reflecting mobility, extent and consistency of VEG using two-dimensional echocardiography provide useful information to predict
the occurrence of EE in patients with IE [6].
Another prospective TEE study, however, found no clear correlation of VEG size with embolization, and transthoracic and TEE characteristics of VEG were not helpful in defining embolic
risk in patients with IE [8].
De Castro used multivariate analysis and identified echocardiographic accessible risk factors
for subsequent embolism a VEG size of more than 10 mm and mitral valve involvement [8].
Risk factors associated with in-hospital increased mortality rate were embolism, a vegetation
size of more than 10 mm, and Staphylococcus aureus IE. Also, precise echocardiographic visualization of VEG helps to stratify patients into a high-risk sub-group, needing early prophylactic surgical intervention.
Overall, these data are compatible with previous observations that in general, mitral
VEG, regardless their size, are associated with higher rates of embolization (25%) than
aortic VEG (10%) [10]. On the other hand, the highest embolic rate (37%) has been seen
in the subset of patients with mitral VEG attached to the anterior rather than the posterior mitral leaflet. In particular, mobile VEG attached to the mitral valve with a maximal
diameter > 10 mm may be prone to EE [10]. In a retrospective study, Deprele et al. analyzed the risk factors for systemic emboli in IE [13]. They found that the risk of emboli
was 57% when the VEG measured >10 mm and only 22% when it was <10 mm (p = 0.003).
The mobility of the VEG was also a risk factor: 48% if the vegetation was mobile; and 9%
if fixed (p = 0.003). Sex, age, pathogen, antibiotic treatment, type of valve and the number
and position of the VEG were not found to be risk factors. With multivariate analysis, only
mobility was identified as a risk factor.
The effect of VEG size on embolic potential was specific to the infecting organism, with large
VEG independently predicting EE only in the setting of streptococcal IE [13, 17–19]. In contrast, staphylococcal or fungal IE appears to carry a high risk of embolization that is independent of the VEG size.
The evolution of VEG size revealed by TEE appears to predict EE; however an increase in VEG
size revealed by TEE over 4–8 weeks of antibiotic therapy. In patients with IE and increasing
VEG size, the EE rate among was twice that of patients with static or decreasing VEG size. In
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addition, a second peak of late EE occurred at 15–30 weeks after diagnosis of IE, and it was associated with failure of a VEG to stabilize or diminish in size as defined by echocardiography [5, 6].
Because of the known decrease in embolic risk over the first 2 weeks of antibiotic therapy, the
benefit of surgery in avoiding catastrophic embolic events is the greatest early in the course of
the IE. Early surgical intervention may preclude a primary or recurrent major EE but exposes
the patient to both the immediate and the life-long risks of valve replacement. That is why, the
strategy for surgical intervention to avoid systemic embolization in IE still remains specific to
the individual patient, benefit being the greatest in the early phase of IE when embolic rates
are the highest and when other predictors of a complicated course are present (i.e., recurrent
embolization, congestive heart failure aggressive, antibiotic-resistant organisms or prostheticvalve IE). Surgical options must be considered when large VEG are detected on the mitral
valve, particularly the anterior leaflet. Failure of a VEG to stabilize or diminish in size on TEE
during clinically adequate therapy may also predict later EE.

5. Conclusions
1. The unfavorable prognostic in IE is predicted by the VEG dimension and mobility measured by TEE and is correlated with the EE.
2. The most important echographic predictors of the EE occurrence were: VEG length > 15 mm,
neck/thickness fraction > 0.69, maximal angle of displacement of VEG throughout of the
cardiac cycle > 60.7 degrees.
3. During the antibiotic treatment, the embolic risk depends only on the VEG mobility and
dimension, and it does not depend on infectious agent and on the VEG site.
4. Early TEE in IE can identify the patients with high risk for an EE and who are candidates for the early surgical treatment (patients with very mobile VEG and with VEG
length > 15 mm).
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